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PRESIDENT'S REPORT
TSA Screening—Good or Bad?
BY JAMES HEINS, M.D.
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HE PRE-THANKSGIVING MEDIA blitz over
the augmented Transportation Safety
Administration (TSA) passenger screening procedures elicited my usual visceral response.
I hauled out my "Don't tread on me" flag and
started to wave it. I then realized that I didn't
have enough information to form an opinion, so
I did what everyone does. I went to the Internet
and asked several questions—Who? Why? How?
and So?
WHO? The TSA was set up by Congress
within one year of the 9/11 World Trade Center
attacks and was incorporated within the Department of Transportation. It was later moved to the
newly formed Department of Homeland Security, now headed by Secretary Janet Napolitano.
The current TSA Administrator is John S. Pistoli
(www.tsa.gov). TSA has approximately 48,000
employees of whom 90% are airport check-point
security personnel. These are the most visible
individuals to the public and so receive the most
credit or blame, depending where you stand possibly in front of a scanner.
Continued on page 2

Editor's

T

HIS EDITION INCLUDES an article from Dr.
Illig encouraging aviation medical examiners to be actively involved in the wider aspects
of accident prevention. It is good advice to use
the medical evaluation as an opportunity to
practice this holistic approach.
The FAA is considering the use of SSRIs in
some pilots. Dr. Lange reviews for us the Canadian experience in the well-controlled study
and policy development over the past twenty
years. It is largely with his advice and personal
guidance that this accident-free experience can
be reported.
Another year, even another decade, is coming
to an end. How quickly time goes by and only
change is constant?
One of the changes I notice daily is the
need for children to communicate electronically while walking on the street! Fortunately
or otherwise we will have to become part of
this communication wave. We have provided
only three Flight Physicians this year, as was
intended. Next year we will start to communicate by email in addition to our journal. To
achieve this, we must have email addresses.
Please provide those to Dr. Millett or myself.
Continued on page 2
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President's Report from page i
Other layers of airport security
include intelligence gathering and
interpretation, Checking manifest
vs. watch lists, random canine search
teams, Federal Air Marshalls, Federal Flight Deck Officers (who are
these people — armed pilots?), and of
course, managers. TSA staffs checkpoints at 457 airports. For quality
assurance, images of forbidden or
dangerous objects are sent to carryon and checked baggage screens
every day. Screeners who miss one
are relieved of duty immediately and
sent back for retraining. Staffers who
perform flawlessly receive bonuses
(www.tsa.gov).
WHY? Conventional metal detectors are effective for guns, box cutters,
belt buckles, and costume jewelry but
miss the terrorist's favorite explosive,
PETN (pentaerythritol trinitrate).
Richard Read, the shoe-bomber, had
PETN in his shoe, and the Christmas
Day bomber on the Paris to Detroit
flight had PETN sewn in his underwear. Subsequent experiments have
shown that Read's shoe could blow a
hole in the wall of an airplane, but I
don't know how big it would be, if the
shoe would need to be detonated in a
sensitive area or placed as a focused
charge. It is clear, however, that metal
detectors, wanding after alarms, and
swipes for volatiles on casts, prostheses, and appliances won't do the trick.
HOW? The TSA has been testing
and developing enhanced imaging
technologies for several years, and the
current best effort is the whole-body
scan. Two scanners are in use — microwave and radiation backscatter
technologies. Both detect nonmetal
anomalies, including PETN, and are
safe. Public concerns over radiation
exposure are misguided. A single
whole-body scan delivers between
0.005 and 0.01 millirems (mrems).

Dangerous exposure is considered to
be 10,000 mrems per day or greater.
To put a perspective in place — waiting for a train for one hour in Grand
Central Station will give 0.06 mrems,
six times that of a scan, due to radon
and other radioactive elements emitted from stone. Cosmic rays on a
flight from LGA to LAX will provide
2—4 mrems. One minute in an airplane at FL 35 equals one scan. For
medical exposures, bilateral mammograms dose 130 mrems (13,000
times a scan), and an abdominal
CT, 1,000 mrems (100,000 times a
scan). Worst of all, sleeping in bed
for one year with another individual
provides 200 mrems from naturally
ingested radioactive potassium. Of
course, that person gets 200 mrems
from you so you can call it a wash,
but if you are worried about airport
scans, get twin beds. According
to TSA estimates, three percent
of travelers over the Thanksgiving
holiday refused scanning and opted
for a pat-down. Since the Christmas
Bomber tried underwear, you can bet
that those pat—downs did not stop at
the knees and elbows. I think I can
predict what will happen after the
first terrorist tries to get through a
scanner with PETN in a body orifice,
one hundred percent of travelers will
request a scan.
SO? What will happen? Metal
detectors will be phased out. Scanners
find metal contraband better and also
plastic explosives. TSA successes are
listed daily at the bottom of the TSA
Webpage (www.tsa.gov). Six concealed handguns (possibly planted?)
were detected over the holiday weekend by scans. More specific groups
of frequent travelers (e.g., flight
attendants) will be exempted from
scanning. The airline pilots already
are exempt—not for health concerns
but for convenience. Profiling will
assume a stronger place in terrorist

Editor's Notes from page 1

Try to provide a personal address. Government and corporate
systems tend to automatically junk
email with multiple addressees.
Our Web site needs review. I
invite anyone who would like to
suggest change to communicate
with me at his or her convenience.
I would like to offer everyone
Seasons Greetings and wish you
a happy, healthy, and prosperous
New Year.
. O'Ketil, £<(iter
Email: hughandann@cogeco.ca

interdiction. It is the best way to find
the people you are looking for. The
nation with the best transportation
safety is Israel. All departing passengers from Ben Gurion airport are
profiled twice before they reach the
departure gate. Of course, it helps
that uniformed and plain clothes
security guards carrying automatic
weapons and side arms are present.
Covert profiling is in place in the
U.S. Checking passenger manifests
versus watch lists is profiling, no matter what you call it. So what am I to
do? My modesty and/or my health
are not threatened by a scan. I will
put aside my reservations and do
what is necessary to ensure, as much
as possible, my safety and that of the
hundred or so people on the flight
with me, but it still rankles that the
TSA doesn't trust me.
These are my views. I would like
to hear yours. CAMA's job is to further civil aviation safety. Do we need
a position statement on screening?
Send me your thoughts by e-mail
(jamesh7904@aol.com) or fax (314965-1318). Let me hear from you.
FP
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Highlights of Association
Meetings
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UST AS CHARLES DICKENS wrote,
"It was the best of times." The
annual CAMA meeting held October 7-9, 2010, at the Crowne Plaza
Pensacola Grand Hotel was a rousing
success. The hotel, the food, and
the program were first-rate. The attendance even exceeded the 136 registered last year at the Mayo Clinic.
This year's registration was 163,
which included 81 members, 45
non-members, and 37 guests. The
participants received 20 CME credits, and 92 AMEs received FAA
recurrent training credit.
It takes a complete team effort to
have such a successful meeting. It is
always difficult to thank everyone,
but I would like to thank the following: Crowne Meeting Director
Jan Speed Chapman, Lenore Taylor
of the National Museum of Naval
Aviation; the staff of the Mustin
Beach Officers Club; Beach Bum
Trolley; NAMI Officer in Charge
CAPT Charles Ciccone; and CAMA
members Dennis Deakins, Jim Fraser, Jack Hastings, Robin Dodge,
Alex Wolbrink, Randy Caviness,
Lauranne Harris, Sammie Harris,
Jim Harris, Brian Pinkston, Mark
Eidson, and die FAA's Jan Wright. A
big genera] thanks to all others who
helped and were on the program.
The first afternoon we boarded
the trolleys and went to the National
Museum of Naval Aviation. After
touring the museum, we had a buffet
dinner in the "Blue Angles' Atrium."
We had dinner under die diamond
formation of Blue Angel Airplanes.
The dinner was catered by the Officers Club.
The second afternoon we went
to the Naval Aerospace Medical
Institute. Our host was the Officer

in Charge, CAPT
Charles Ciccone,
MC, USN. After remarks and an educational movie, we
broke up into three
groups and had ter- Dr. Millett
rific t o u r s of the
medical facilities. Included in the
tour were the Naval Survival Training
Institute, the Aviation Selection Testing Battery, the POW Repatriation
Evaluation Program, the very modern
Eye Clinic, and hyper- and hypobaric
chambers. All these tours were outstanding, and we owe extra thanks to
CAPT Ciccone.
After NAMI we boarded the trolleys and went to dinner at the famous
Fish House. I wish to give special
thanks to the Fish House staff for
the arrangements and the delicious
food. The temperature was ideal and
we enjoyed the outdoor venue on the
water with the beautiful sunset.
Finally, the Honors Night Dinner
was another success. After singing
Happy Birthday to Cindy Zito, we
moved into the program. The Class
of 2010 Fellows contained nine members, bringing the total of CAMA
Fellows up to 48. We also had three
major award recipients (please see
related article, p. 15). Robin Dodge
gave an excellent review of aviation
medicine during his career.
So now we are getting ready for the
next meeting, October 6-8, 2011, at
the Doubletree Reid Park, Tucson,
Arizona. Jack Hastings is taking the
program lead, and he plans a program
on neurology and cognition. The
evening program will include a visit
to the Pima Air Museum and more.
Let's all be there.
It is now time to pay our 2011
dues. Our membership increased this
year from 428 to 504. Let's keep it up.
Once again, thank you one and all for
all you do for CAMA.
FP
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Women of Courage
Event commemorates WWII
WASP service
BY JIM HARRIS

A

SK ANYONE what role women
played during World War II
and the answer is likely to be
that their jobs were diverse — working
in factories, providing support for the
soldiers, and some serving as nurses on
the front lines. But chances are no one
will tell you that civilian women served
as pilots flying military aircraft for the
United States Army Air Forces.
In the 1940s, the Army Air Force
faced a quandary. Thousands of airplanes
were rolling off factory assembly lines,
awaiting delivery to military bases, but
most male pilots were flying combat
missions overseas. To help with the
backlog, the government launched an
experimental program to train women
pilots. England and Russia were already
using women to fly training aircraft and
combat-style planes, but the idea was
controversial in America.
Young girls at that time were supposed
to stay home and have babies. Even the
top brass expressed doubts. "Frankly, I
didn't know in 1941 whether a slip of a
young girl could fight the controls of a
B-17 in the heavy weather they would
naturally encounter in operational flying," General Henry "Hap" Arnold, the
Army Air Forces' commanding general,
said in a 1944 speech. "Those of us who
had been flying for 20 or 30 years knew
that flying an airplane was something you
do not learn overnight." Arnold eventually became a staunch supporter of the
program. He later said that those who
completed the Air Force training could fly
wing tip to wing tip with any of his pilots.
To apply for the training program, you
had to have 35 hours of flying experience
to qualify. And they were supposed to
be 21 or older. Many lied about their
age. Of the 25,000 women who applied
to the Women Air Force Service Pilots
(WASP) program, 1,830 were accepted
at the program at Avenger Field, an allfemale base in Sweetwater, Texas, and
1,074 graduated from the seven-month
program.
Avenger field itself was a barren place.
It was remembered for the dirt, the tumbleweeds, the rattlesnakes, and the wind.

These wonderful young ladies eventually
flew more than 60 million miles in noncombat missions. Thirty-eight died while
flying for the Army Air Force.
The women were paid for their
services but were expected to pay most
of their expenses, including their parachutes. They paid for everything but the
gas and were lucky to have $40 left by the
time they took out expenses. WASPs were
not militarized, meaning they were considered civil service employees. It is said
that the group helped pave the way for
women to serve as military pilots today.
But the women were never recognized
for their contributions to World War II.
On Saturday, July 17, 2010, these
women were honored in a special tribute
hosted by the Bird Aviation Museum and
Invention Center in Sagle, just south of
Sandpoint, Idaho. The event, Women of
Courage 2010, was open to the public.
More than 20 of the nearly 300 still living were on hand to share their stories
of overcoming gender bias to serve their
country.
Dr. Pamela Bird, of the Bird museum,
learned of the Women's Air Force Service
Pilots when a former FAA helicopter
pilot visited the museum last fall. Coincidentally, Pamela met two of the women
who had served with WASPs. One, Alyce
Roher, got her pilot's license in the early
1940s before receiving her driver's license.
Betty Jo Streff Reed was barely out of
high school when she began to take flying lessons. Of the $18 weekly paycheck
she received from working at the Marshal
Field department store in Chicago, Reed
devoted half to her flying lessons.

The more Pamela learned about these
women, the more she wanted to do
something to honor them. There are less
than 300 alive, and two have passed away
within the last 10 days. It was time to do
something to educate those of today so
their accomplishments wouldn't be lost,
as well as to honor, to thank in a proper
way, these incredible ladies who have
changed history forever.
Dr. Pamela and Dr. Forrest Bird
decided there should be a monument to
"Women of Courage" at the Bird Aviation Museum and Invention Center. The
monument honors the Women Air Force
Service Pilots for their service during
World War II.
The unveiling of the monument was
a once-in-a-lifetime opportunity to meet
and thank these female pioneers. This
group flew every type of aircraft including
fighter, bomber, transport, and training
aircraft in the defense of America's freedom. There were more than 20 WASPs
who were able to attend. It was wonderful to listen to their stories—both happy
and sad.
Drs. Forrest and Pam Bird provided a
wonderful dinner for these great ladies.
More than 300 guests were invited to
attend this special dinner and hear the
amazing stories they shared with the
group.
Drs. Bird gave special thanks for all
that made the monument and the event
possible.
The monument was sponsored by the
Volunteers of the Bird Aviation Museum,
Friends of Sandpoint Airport, Spokane
Bi-Plane Association, Experimental
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Aircraft Association, the NW Chapter
99s, and the International Women Pilots
Association.
The following are some remarks made
by the WASPs attending:
* In 1943 Millicent Peterson Young
gathered up her earnings from the wheat
harvest, and ran away to learn how to fly.
World War II was in full swing, and the
military had begun accepting women
pilots. Young, a Nebraska farm girl, never
doubted that she could qualify. She said,
"By the time I was 10, I could drive a
tractor, a truck, and a car." After flight
lessons at an airstrip in Ogallala, Neb.,
she joined the WASPs.
* Alyce Stevenson Rohrer, an
86-year-old resident of Pasadena, Calif.,
joined the WASPs after high school,
despite parental disapproval. Rohrer said
that "No one checked my birth certificate," and she had her pilot's license at
age 16. She grew up on a ranch next to a
small airstrip in Provo, Utah.
* Dawn Y. Seymour was studying
home economics at Cornell University
when a World War I pilot told her she'd
be a good candidate for the program. "I
fell in love with flying," Seymour said.
"I never figured that anything could be
so full of joy."
* Betty Budde, 89, of Concord, Calif., related that her favorite plane was a
bomber called the A-25 Shrike. "He was a
Helldiver, big and powerful," said Budde.
"Once you got into that, it was fun."
* Betty Jo Streff-Reed, after being
trained in the WASPs, was assigned to the
Eastern Training Command at Columbus, Miss., where she flew the Beechcraft
AT-10 twin-engine plane. Reed said that
she was barely out of high school when
she began to take flying lessons. She
said, "We marched everywhere, we did
calisthenics, aerobatics, and all the things
the boys did-except for combat training."
* Mary Ann Martin Wyall stated
that people are now more aware than
ever of the important role she and her
colleagues played in American history.
Our senior years have enhanced our
reputation as true pioneers of women in
military aviation."
* BettyT. Blake, of Scottsdale, Ariz.,
was one of the original WASP aviators of
World War II. She finished high school
during the war years and got a job earning
$18 per week at an airplane company in
Illinois. Of her paycheck, she spent $9 an

hour taking flying lessons. She earned the
nickname "Bird legs" at Avenger Field in
Sweerwater, Texas, where as an elite member of a group called WASPs, her childhood dreams met reality on a stage that
would be her destiny. Blake flew P-51
fighter planes from Long Beach, Calif.,
to Newark, N.Y, where they were pickled,
or, partially disassembled, wrapped in
plastic, and loaded onto ships for Europe.
On the return trip, the women picked up
P-47s at a plant on Long Island, N.Y. and
flew them back to the opposite coast for
transport to the Pacific.
* Dorothy Olsen, another of the
first women enlisted in the female aviator program said that "she and my fellow pilots spent so much time in the air

in that tone. "I don't know what I said,
but I must have said some of the right
things." She remembers her days as a recruit were filled with arduous calisthenics
to strengthen muscles, including hours of
pull-ups. "You have to have the muscle
to milk up the flaps," she said.
Some female aviators sat on pillows,
but she was blessed with long legs. Long
enough "to reach full rudder on both
sides, "she said. "These were military
planes, they were built for men."
Delayed recognition. Thirty-eight of
the 1,074 women pilots lost their lives
while defending their country. Their
bodies were returned to their homes in
cheap pine caskets, and the funerals were
paid for by their friends and families, not

r
:„ Dedicated to the 1,102 pioneering women ftirtorce Servleft ptto/ts {WASP*
^ who fiew bomber, fighter, transport, cargo,*drone, tfalsoti SmJ training
aircraft In defense of America's freedom In world war B. These femal*
civilian pilots, under the coninwnd o« the U.S. Army Air Forces, flew more
"; that* 60,000,600 nines for their country while facing incredlbte cultural and
gender bias against women in nontratiltiottat rdes. The wAsP forever
?
s
changed the role of women in aviation.
Dedicated to the women Accepted for voKmteer Emergency, service
(WAVES), Women's Army Corps (WACS), Women Marines tUSMCWft*,

Women coast Guard (SPARS), Army wirstf corps, Navy flwrse corps,
the civilian women tRosfe trte ffiveters) and others who nave/ marie
significant contributions to our military past, present arK!rfiiturc'
We honor an who nave lived a life af dedication to their to«s» communities
ano country, we than* those women who Have paved the way for ettjers !n
>a(Ks at lift by contributing to humanity ana-nave 'maae J different

ferrying planes from coast to coast that
they had little time for the trappings
required for women of that era." The
WASPs were required to keep up with
their makeup and had a duty to look
clean and professional. They pressed their
uniforms under mattresses, if mattresses
were available, but often wore the same
kit for a week or more. "You could only
have one uniform," she said. By the end
of a several-week stint in a cockpit, "It
could stand up in a corner on its own."
* Marty Wayall was a junior bacteriology student at DePaul University in
1943 and told her parents she was going
to join the WASPs. Her father said "no,"
and she had to wait another year. She
passed her physical exam, administered
by a flight surgeon that did not forward
the paperwork to her commanders. "I
don't think women should be in the military," he told her. She was so upset at the
prospect of losing her slot in the program
she told the doctor so. He replied that she
should refrain from speaking to a colonel

the government. None of the families
received an American flag. It was not
until 1977 that the women were granted
veterans status, and two years later, they
were issued honorable discharges.
After the WASPs were disbanded in
December 1944, their military records
were sealed and labeled secret — keeping
them out of the reach of historians. But,
in the 1980s, the records were declassified, and people began to learn more
about these American heroes.
In 1984, each was awarded the World
War II Victory medal, and President
Obama in May 2010 awarded the Congressional Medal of Honor to each.
Finally, in Sagle, Idaho, Women of
Courage 2010 bestowed some welldeserved recognition to the women who
had established the right for women to
earn their wings in the service of their
country.
FP
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The Haiti Disaster
Response, Part II
The continuation from the last
issue of a two-part article
BY AL PARMET, M.D.

T

he medical team commander and
the aerospace/occupational medicine physician also performed Fitness
For Duty Evaluations. Each team was
responsible for its own members, so
the assessment was done by whatever
health care provider was available.
General operational information
was briefed to the team prior to deployment. However, all information
was cautionary and the actual deployment assignments were not made until
shortly before the teams left. The teams
were not informed of their assignments
until they arrived in Haiti. Offshore,
the USNS Comfort, a Navy Hospital
ship, was operating at partial capacity
with 350 beds available. Department
of Defense airlift for in-country and
medical evacuation to NDMS supporting hospitals was also operational. As
of February 12, 2010, approximately
25,052 people have been evacuated
from Haiti to the U.S. Of these, approximately 23,630 arrived in Florida.
Repatriation services - including
medical attention - have been provided
to approximately 7,438 American
citizens and were coordinated by the
state emergency repatriation teams.
Of these, approximately 6,930 were
in Florida.
Deployment
The MO-1 DMAT was assigned to
GHESKIO Field Hospital, in conjunction with IMSURT-West for additional
manpower and expanded capability
for the surgical field hospital. This
was an assignment that DMAT had
not previously filled, and the duties,
particularly for the medical members
of the team, were considerably different. This assignment was made at the
Port-au-Prince airport while on the
tarmac and only limited information
was available.
Re-supply and logistical capabilities for the IMSURT and the DMATs
were significantly different and so at all
levels, flexibility was essential. This was
successfully carried out and considerably improved the IMSURT operation.

December 2010
ON JANUARY 12,
2010, the Island of
Haiti experienced
a 7.3 magnitude
earthquake centered
16 miles from Portau-Prince, the capital
of Haiti. The Haitian
government estimated
that 200,000 people
were killed, and as
many as 3,000,000
people were affected
by the earthquake.

The author (right) dispenses medical aid on
location in Haiti.

Most resupply of GHESKIO Field
Hospital was through use of DMAT
caches flown in by U. S. Air National
Guard aircraft and additional supplies
provided from the Israeli Army Hospital and various NGOs.
The three physicians found that
instead of operating strike teams and an
outpatient clinic, they were essentially
expected to fulfill the role of inpatient
hospitalists. In fact the IMSURT
which consisted of 12 surgeons and 2
anesthesiologists had no non-surgical
physicians assigned. The Medical Director for DMAT-1 coordinated roles
and the 3 physicians worked as hospitalists as well as conducting triage for
an outpatient clinic. The Public Health
and Occupational Medicine role was
assumed without being assigned to the
occupational medicine physician.
The first question on arriving at the
GHESKIO Field Hospital was to evaluate occupational hazards, including
needle stick protocols and sick call. It
was discovered that there was no needle
stick protocol, and anti-viral drugs
had not been specifically provided. In
short order, a needle stick protocol was
established even though the IMSURT
had been in position for approximately
8 days. This was extremely timely as
within the first 6 hours, there were 2
needle sticks. Both of the donors were
tested by the Occupational Medicine
physician using rapid serology tests
for HIV 1/2 and found to be negative. This role continued on during
the 10-day deployment at GHESIKO
Field Hospital, with a total of 6 blood

and body fluid exposures, one donor of
which was demonstrated to have come
from an HIV positive individual. The
recipient was initiated on the standard
CDC anti-viral protocol.
In addition, potential exposures
existed for the deployed members
of the IMSURT and DMAT team,
which included 2 meningitis cases and
resulted in 27 team members being
exposed and placed on prophylactic
antibiotics without incident. Rifampin
was not in the pharmacy and alternative medications were prescribed.
Active tuberculosis patients were also
seen and admitted into an improvised
isolation ward. Directly observed antituberculosis medications were obtained
from the Haitian GHESKIO Clinc,
which was still fully functional. All
team members had been trained in the
use of N95 respirators and their use was
strictly enforced, albeit after the first
meningitis exposure case.
Sick call was also provided for care
of the IMSURT and DMAT members
as well as the a platoon of the 82nd
Airborne Division, which was billeted
at GHESKIO Field Hospital and assigned for site security. The soldiers
of the 82nd Airborne provided superb
support both in security as well as volunteering for additional duties such as
a corpsmen assisting with medical care
and training. Other soldiers volunteered to help provide prolonged physical effort such as hand-bagging certain
patients. The entire IMSURT/DMAT
cadre consisted of only 86 individuals,
and manpower was extremely limited.
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The greatest threat to the health and
safety and conduct of the GHESKIO
Field Hospital mission was illness
among the members of the staff. We
experienced 14 cases of mild gastroenteritis. However, in the extreme heat
of the environment where most days
were over 95°F and high humidity, and
nighttime temperatures dropped as low
as 80°F, mild dehydration by gastroenteritis could prove debilitating. On top
of this, the pace particularly within the
surgical ICU was frantic and IMSURT
team members often did not take care
to follow the same buddy care and
hydration schedule that the DMAT
members were following. Added to
this was the thermal load inside surgical tents, which often exceeded 105°F.
As a result, 13 of the 14 gastroenteritis
cases requiring intravenous rehydration were from the IMSURT team.
All individuals recovered rapidly and
were returned to duty within 24 hours.
Command took considerable leniency
in returning these individuals to work
and permitted a much more relaxed
schedule and return as tolerated.
Site sanitation was of considerable
concern. The original location within
GHESKIO was that of a small school
attached to the GHESKIO clinic.
The Union School yard consisted of
a small quadrangle of buildings approximately 20 yards by 80 yards with
6 tents pitched within the quadrangle.
The water supply had been disrupted
and sanitation cut off. The initial setup
of the facility was sub-optimal. This
resulted in 3 diesel generators being
placed directly beside a tent used for
sleeping and 2 other diesel generators
within the compound, all five running
continuously. Despite the extremely
loud environment, due to exertions
of the team members, sleep was not
disrupted. Water supply was limited
and bottled water was the only source
for drinking. Water was made available
for hand washing but was non-potable.
For the first 6 days of the deployment, showers were not available and
after that became available only on a
very limited basis. Sanitation was also
limited and "gray" water as waste from
the hand washing facilities was recovered and used to supply commode reservoirs to enable flushing of the toilets.
Hand washing was emphasized with

great authority, using both soap and
water as well as waterless sanitizers. Two
clinical cases of Clostridium difficile
enteritis were identified in patients, and
hand washing was again emphasized.
Trash, both normal and medical trash,
was burned in a small area adjacent to
the GHESKIO building. However, this
was a less than optimal location and the
trash burning site was upwind of the
facility about half of the day. Only late
in the deployment was trash collection
reinitiated and the burning stopped.
Additional sanitation concerns grew
from the Haitian "tent city," which
was located on the soccer field adjacent to Union School. Approximately
3,000 Haitians were encamped here
in makeshift structures. There were no
sanitary facilities available and waste
became a major issue. As a result, the
Occupational Medicine Physician
accompanied by a U.S. Army soldier
trained Haitian healthcare providers
from GHESKIO as to field sanitation
techniques, including slit trenches,
burnout latrines and field urinals. The
presence of the U.S. Army cannot be
understated. The Army's experience
with a similar encampment of 8,000
soldiers in the desert of Iraq for a
period of 6 months without health
issues due to waste disposal impressed
the Haitians significantly and greatly
assisted their motivation. The Haitians
themselves were responsible for establishing the sanitary facilities and their
maintenance.
On the second day at the facility,
the aerospace/occupational medicine
physician who had been designated
the Infectious Disease chief was asked
to see a patient with a gangrenous
foot. On his arrival in the tent/ward,
he immediately identified active tetanus with trismus (lockjaw) and classic
opisthotonus. The patient was a young
adult Haitian male and he was immediately transferred to intensive care
and tetanus anti-serum (horse serum)
was administered intramuscularly.
Anesthesia intubated the patient and
surgery performed an amputation
of the foot with additional antitoxin
provided. The patient did survive.
Subsequently, 2 additional cases of
tetanus, including a fatal neonatal case,
occurred at GHESKIO Field Hospital.
Other DMAT units in Port-au-Prince

identified 2 fatal cases. By the third
day, over 500 doses of tetanus/diptheria
had been administered and another
500 doses were delivered to the clinic
when the Israeli Field Hospital was
closed and its supplies turned over to
GHESKIO Field Hospital.
Additional recommendations and
training for the stafif emphasized hydration and electrolyte replacement. The
logistics team was able to obtain several
electrolyte supplements and the main
meals which consisted of a single Meals
Ready To Eat (MRE) per person per
day were also noted to contain as much
as 55 mg of potassium chloride in the
electrolytes supplement. The MRE
consumed by the IMSURT/DMAT
members was adequate although most
individuals lost several pounds. This
was because virtually every member of
the teams took out some parts of their
meal and provided it as food for the
Haitian patients and families. Most
Haitians in the hospital were actually
fed by family members as is traditional
in Haitian hospitals. There were some
patients who did not have family
members available and in particularly
some individuals were unable to eat
solid food. Infants were fed using food
provided in the MRE, in particular, the
strawberry milkshake substituted for
infant formula.
Additional efforts to reduce heat
stress such as obtaining a second layer
for the tents were rejected by management and indeed management of the
IMSURT was not fully familiar with
the role of Preventive Medicine except
in a limited form regarding tropical
diseases. Advice was in general unwelcome.
Patient evacuation
Most patients were discharged from
the GHESKIO Field Hospital directly
to the care of their relatives. Almost
every patient had a surviving relative
who would provide care and food
while the patient was hospitalized. The
GHESKIO Clinic had social workers
that joined the Field Hospital and were
in the wards. The entire patient chart
was downloaded to the Clinic and follow up care was provided. Several Clinic
physicians were trained to provide specific orthopedic follow up care, such as
removal of external fixator pins.
Continued on page 8
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Member 'Gone West'
Charles E. Billings, M.D., M.S.
1929-2010
The Aerospace Medicine community lost another
icon when Dr. Charles Billings of Columbus, Ohio,
passed away on August 30, 2010, at the age of 81.
Dr. Billings was a long-time member of CAMA and a
CAMA Fellow.
Dr. Billings was born in Boston, MA, on June 15,
1929. After attending Boston public schools, he attended the Eastman
School of Music in Rochester, NY, and Wesleyan University in Middletown, CT. He then attended the New York University School of Medicine
where he graduated with his medical degree in 1953.
After his internship, he served a tour as an USAF flight surgeon in
England. Upon returning from England, he obtained a masters degree
and completed the Residency in Aerospace Medicine at The Ohio State
University. After his training, he remained on the Ohio State faculty from
1960-1983. He rose to the rank of Professor of Aviation Medicine. He was
especially active in the university research projects.
In 1973, Dr. Billings began a 20-year career as a research scientist at the
NASA-Ames Research Center in California. He directed human factors
and aviation safety projects. He developed NASA's Aviation Safety Reporting System, where pilots and controllers may report incidents which
impacted the safety of the National Airspace System. These reports may be
made in such a fashion that aviation careers are not affected. It is reported
that the number of reports in this system exceeds 780,000.
Upon retirement from Ames in 1992, he returned to Ohio State where
he remained active in Aerospace Medical studies and projects. Among his
many accomplishments, he was an active pilot with instrument and commercial ratings. He authored over 100 scientific articles and several books
and book chapters. Among his many awards are the CAMA Bird Award
and the AsMATamisiea Award, sponsored by CAMA.
Charlie was a true gentleman-scientist, and we will all miss him greatly.
—David P. Millett, M.D., M.P.H.

HAITI from page 7
Aeromedical evacuation to advanced care was routed through the
clinic. The U.S. Navy provided clearance to the USNS Comfort hospital
ship anchored off Port-au-Prince with
helicopter service provided by deployed
Navy, Marine, and Army assets. Aeromedical Evacuation to the U.S. was
provided by the Air Force with some
private aircraft involved as well. Other
countries provided additional evacuation and treatment services, notably
Canada and France.
Post-deployment
On February 4, 2010, both teams
were replaced at GHESKIO Field Hospital by IMSURT-South. A single internist replaced the three non-surgical
physicians, and the role of the hospital
was reduced to surgical care only. The
triage and outpatient care was handed
over to an NGO.
On arrival at the Port-au-Prince
airport, three ailing members of the
DMORT team were also onloaded
and evacuated back to the U.S. The
Occupational Physician, being a former USAF flight surgeon, was familiar with aeromedical evacuation and
assumed in-flight care, ably assisted
by a nurse-practitioner. The DMAT
carries a "comfort kit" of medications
specifically designed to provide for the
needs of team members during transit
and this was used.
The teams were flown to Dulles
Airport in Washington, D.C., and
debriefed that evening. Public Health
Service provided briefings, including
tuberculosis testing follow up as well as
a needle stick testing follow up for HIV
and hepatitis B and C. Additional representatives from Substance Abuse and
Mental Health Services Administration
provided a briefing and information
regarding stress for disaster response
workers. The Aerospace/Occupational
Medicine physician continues to provide update information and consultation to team members by email.
Ultimately the performance of each
and every team member was outstanding. We felt that the mission was worthwhile. In the back of everyone's mind,
it was a rehearsal for the "Big One."

FP
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The Management of Antidepressants for Pilots:
The Canadian Experience
BY MARVIN M. LANGE MD, FRCPC
ASSISTANT PROFESSOR, UNIVERSITY OF OTTAWA

Background
HE PRESCRIPTION OF psychoactive drugs for aviators has a long
tradition of being disallowed. The
reasons for this are related to the concerns that the medications may only
mask symptoms that would render
the pilot unsafe in the air. It was also
related to the fact the these medications were fraught with side effects
that would impede performance even
if the symptoms of the disease were
no longer active.
Several developments in Psychiatry
that have taken place in the past 2 or
3 decades have changed the management of Major Depressive Disorder
(MDD), a very common illness in
the general population as well as
among aviators. These developments
are related to a better understanding
of the course of MDD, as well as the
development of newer antidepressants that have fewer and less noxious
side effects.
Until several years ago, all aviation
jurisdictions prohibited the use of
psychotropic drugs while holding an
aviation certificate. These restrictions
were based on the old understandings
of the natural course of MDD, which
was the belief that the illness had either a complete remission, in which
case medications were no longer required, or a chronic course that would
impair the individual for an extended
period of time, usually years. We have
since learned that the illness is usually episodic, often has recurrences,
and that we must attempt to deal
with these recurrences by putting
people on maintenance treatment for
considerable time periods (months,
sometimes years). The prohibition

T

was also based on the understanding
that the side effects of the medications
had such negative cognitive impact
that aviation tasks that were dependent on focused attention would not
be possible. The usual rules regarding
the use of antidepressants stated that
an individual had to have complete
resolution of symptoms and be off
all medications, usually three to six
months, before licensure would be
considered.
Major Depressive Disorder is very
common in the general populace,
with about 10% of males and 20%
of females experiencing at least one
depressive episode in their lifetime.
The recurrence rates are approximately 50% after the first episode and
75% after the second episode. There
is some evidence that maintenance
treatment may reduce these recurrence rates.
The side effect profiles of the
older antidepressants did not make
long-term maintenance treatment
an attractive option for people with
MDD, as the side effects often made
"the treatment worse than the disease." The introduction of the newer
antidepressants in the 1980s heralded
a new phase of the management of
this common disorder. Since the
1980s, psychiatrists have generally
prescribed maintenance treatment
for MDD with the aim of altering
the course of this illness. The usual
protocol is that people who have had
an illness should stay on their medication for 6 to 9 months after complete resolution of symptoms. For
those who have had 2 episodes, the
recommendation is for maintenance
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treatment for 2 to 3 years, and for
those who have had more recurrences,
they are encouraged to remain on
maintenance treatment indefinitely.
Maintenance treatment posed a
serious problem in the aviation environment, as the rules used by most
agencies did not allow for people who
had experienced a recurrence and
now required maintenance treatment
to be considered for re-licensure. A
better understanding of the nature of
illnesses and the effects of the newer
treatments has resulted in changes
in the management of other medical
illnesses. A good example is the evolution of the disposition of aviators with
hypertension. The changes that have
resulted in changes for the disposition of pilots who have hypertension
have not resulted in serious aviation
outcomes. There seemed good reason
to consider if this approach could be
used in the case of MDD.
In the late 1980s, the Aviation
Medicine branch at Transport Canada
began looking at the possibility of
making changes in the deposition
of pilots with recurrent MDD. The
interest in making some changes
was as a result of the awareness that
professional pilots who had a recurrence of their illness would face several options. They could discontinue
maintenance treatment prematurely
and increase the risk of recurrence,
they could continue the maintenance
treatment and effectively end their
career, or they could take the maintenance medication and conceal this
fact from their AME. We considered
all of these options to be ill-conceived
and that these options were driven by
regulations that were probably well
out of date. It was decided that a trial
should be started that would address
these new realities and that would
not have serious safety implications.
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The Use of Antidepressants in Aviation in the Early 1990s
Before we seriously looked at starting a trial, we tried to make contact
with aviation jurisdictions in several
countries to see if others were having
similar thoughts. We found that there
was no interest in opening this discussion at the level of doing a trial from
any other jurisdiction, so the decision
was made to proceed on our own.
The only jurisdiction that allowed
flying while taking any psychotropic
drugs was Australia, where pilots
were flying while taking an array
of medications (however, this was
only known unofficially when we
were investigating the possibility
of beginning a trial). There was no
central management for authorizing
the use of antidepressants, and the
control was totally at the local level
with AMEs making the decisions. It
was retrospectively reported in 2005
that 480+ aircrew were taking various
mood modulating drugs since at least
1993 for a variety of mood-related
disorders. The retrospective findings
were that there was no significant
increase in the rate of accidents or
incidents in the aviators who were
taking a range of medications, although this retrospective study was
difficult to evaluate, as it was unclear
as to how long they had been on the
medication, and it was even unclear if
they had taken the medications at all.
The Canadian Trial
We made the decision that we
would embark on a selective trial
to allow aviators to hold a restricted
certificate while taking certain antidepressants. Since we were aware
that any accident or incident would
have serious consequences for the
management of MDD in aviators
in the future, we decided that we
would be very selective in the types
of candidates, in the nature of their
illness, and the disposition of the
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aviators. We also had concerns that
much of the research pertaining to
the side effects of the newer drugs had
been funded by the pharmaceutical
companies that marketed the drugs
and hence may lack some objectivity.
We therefore decided that we would
only sanction those medications that
had been on the market for several
years and where we could get good
data about the cognitive effects of the
medication.
The candidates for the trial had
to meet the following rigid criteria:
• Major Depressive Disorder (recurrent),
• Asymptomatic for a year,
• The illness could not be complicated (no psychosis, no serious suicidal
behavior, no significant anxiety),
•Treatment must be with a nonsedating SSRI that had been on the
market for at least 2 years,
• Regular follow-up with a psychiatrist to monitor for symptoms, side
effects and interaction of the SSRI
with medications for unrelated
conditions,
• No side effects that are significant
to aviation,
•Treatment had to reach a state
of stability (stable dosage and
asymptomatic),
• The candidate had to pass simulator test prior to the start of the trial
and regularly as required to maintain
qualification, and
• The certificate would be restricted
to fly "with or as co-pilot."
At the outset, we decided that
the only SSRIs that met our criteria
were fluoxetine and sertraline. We
later added citalopram and escitalopram, at least partially driven
by cognitive studies done by the
Canadian Forces. As the treatment
had to have reached a state of stability with no symptoms, we did not
accept those persons who required
the use of sedatives or those that
were on multiple antidepressants.
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They were restricted to fly in the
aircraft on which they had passed
simulator tests.
As the criteria for this trial were
very rigid, there were few applicants
who were accepted into the trial,
but it did give us the opportunity
to prospectively study a small group
to see if there was a place for a new
management of at least one condition (MDD) in a less restrictive
manner. The thoughts were that
if this trial was successful, then we
could perhaps use this as evidence
that the old restrictions were too
harsh. We also considered that it
may be possible to widen the selection criteria in the future.
The Current Status
There have usually been 10 to 15
pilots in follow-up at any one time.
Some have retired from their flying
career as others were added to the
trial. The trial has been ongoing
for almost 20 years, and there have
been no accidents or incidents.
However, accidents or incidents are
a very crude measure of outcome.
More importantly, there have been
no cases in which the pilots did
poorly on their simulator check
rides, a much better indicator that
their functioning was not impaired.
One pilot developed a recurrence of
his illness and was disqualified from
further flying.
As a result of the outcome of
the trial, we will be extending it to
include selected private pilots who
will require check rides to ensure
that their functioning in the air
is not impaired. We will require a
full psychiatric report at the outset
and then will allow the family
physician and the AME to submit
regular follow-up reports. All the
other selection criteria will remain
as before.
Continued on page 13
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Fit to Fly
What was so unusual about this
year to make it so tragic?
BY PETRA A. ILLIG, MJD.

A

NOTHER YEAR, another decade
has passed-all too quickly. In
Alaska, many of us have been
affected by the loss of friends and loved
ones in the aviation community this
past summer. A couple of weeks ago I
thought of the ones that I knew, as I
made my one and only flight this summer in good weather. It was a glorious
blue sky day - crisp and clear, with
just enough leaves left on the trees to
give it color below. Termination dust
was at about 4,000 feet, and I could
see sheep here and there hanging on
to steep slopes.
It just didn't seem fair, that I the low-time pilot I am - had this
privilege, while those with much more
aviation experience had lost their lives
doing what they knew how to do so
well. When I realized that many of
these accidents occurred with highly
experienced and skilled pilots, I could
only say, "There by the grace—" I
know I could not have done any better
under their circumstances.
As I wondered about those friends
and patients, my heart ached for the
families and friends left behind. Most
years I loose at least one patient—
sometimes by accident, sometimes by
illness—but this year was exceptionally
harsh. What was so unusual about
this year to make it so tragic? Was it
just a combination of factors, none of
which would stand out—just random,
unrelated events? Have pilots become
complacent, less cautious, or more
daring?
According to NTSB reports, Alaska
experienced 188 fatal civilian aviation crashes, resulting in 402 deaths

The author changing the oil in her airplane.
(40 per year) during the 1990s.* In
2000-2009,103 fatal crashes occurred,
resulting in 228 deaths (23 per year), a
marked improvement. As of October
of this year, we have already had 11
fatal civilian crashes, resulting in 23
deaths - in contrast to the trend of the
previous two decades. As national attention turned to Alaska and the losses
we suffered this year, we have to ask
ourselves: "What happened?
Of course, the extremely poor
weather conditions experienced
last summer seem to have been a
factor—perhaps not directly, but more
indirectly by limiting the amount of
flying, and therefore skill-sharpening,
that pilots could do. Perhaps there was
a lot of pressure to fly during those few
good days. Maybe some corners were
cut, or maybe some pilots were a bit
rusty. It will be quite some time before
it all gets sorted out, and surely each
case is different and has its own unique
features. But it is hard to believe that
there isn't a lesson to be learned from
each and every accident.
It is far too early for final NTSB
findings for these accidents—much

*State of Alaska Epidemiology Bulletin # 30; 09.22.2010, "Fatal Aviation Crashes in Alaska-A
Need for Renewed Caution and Diligence."

less an understanding if and how they
are linked. In the meantime, AMEs
can help to ensure that pilots are competent, current, and capable in any
areas that flights may take them. Have
they practiced emergency maneuvers
recently? Do they have current charts
for the area where they'll be flying?
Have they practiced slow flight, stalls,
and short- and soft-field landings since
the last BFR? Not being at the top of
the game may mean adding an extra
margin of safety to ensure flights have
positive outcomes and happy endings.
Although advances in technology
have provided pilots with additional
tools to assist in safe flight, the fact is
that the pilot remains the same model
as before. We may have increasingly
accurate and efficient flight instruments, but pilots have not evolved any
enhanced aeronautical features since
the dawn of human flight. As AMEs,
we encourage our private pilots not
just to stay current but continuously
work on improving their flying skills.
As the pilot is an integral part, and
perhaps the weakest link in the chain
of aviation safety, we can emphasize
the importance of a healthy mind and
body. If you are sick or fatigued, don't
fly. Remind patients that taking new
Continued—•»
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medications or if they have a medical
concern that may relate to flying, you
are available to advise. They should
train themselves to say "no" to a flight
if it doesn't feel right. Slow down when
doing pre-flight, and take care with
weight and balance when loading a
plane. Properly restrain all passengers
and cargo. Make sure to have adequate
survival gear that is appropriate for the
season. Respect die weather and stay
well within one's own personal limits.
Always file a flight plan, if not with the
FAA, then with a loved one, friend, or
even a co-worker.
My hope is that we can learn from
the sad events of this summer to further
our understanding of aviation safety.
The types of flying and weather conditions in Alaska have valid lessons for
private aviation everywhere. As we head
into the holiday season, maybe a satellite phone or a satellite tracking device
for use in the airplane would make a
great gift idea for pilots - as well as their
loved ones. As a New Year's resolution,
encourage your pilots to add an hour
of flight every week just to practice
the skills required for safety in the
flight environment. Advocate a ground
school or simulator course, an online
pilot safety course, or adding a rating.
All of these activities can be added to
your "fit to fly" tool bag that can help
to make better pilots. All AMEs, and
in particular, those of us who are pilots
owe it to ourselves, our loved ones, and
our lost friends to be fully involved in
all aspects of aviation safety and skill.
FP
Dr. Illig is a 1981 graduate of Washington School of Medicine. She is ER
board certified with 15 years' practice
in that specialty. An AME since 1984,
she also worked for Delta Airlines for
three years. In practice in Anchorage
since 2001, she recently translated the
textbook "Principles and Practice of
Aviation Medicine" from German to
English.

Antidepressants from page 11

NEW MEMBERS

What is the Future?
We have been reporting our trial
at the Aerospace Medical Association
meetings for more than a decade. At
the outset, the reception was cool,
but we have been aware that the
evidence no longer supported an
absolute rejection of the use of the
newer medications in selected cases.
We remained optimistic that the trial
could lead to a better management of
pilots, based on new information in
the field of psychiatry.
In recent months, two other
jurisdictions have announced that
they will take a new look at the
management of aviators who are on
maintenance medication for MDD.
The FAA and the South African
Aviation Authority are proposing the
allowance of pilots to fly while on
maintenance antidepressants. Their
selection criteria and the medications
allowed are very similar to the trial
that we have been conducting over
the past 20 years.
As experience is accumulated regarding the disposition of pilots who
are exposed to the latest treatment
models, we will be able to make decisions that are that are based on collective experience and evidence, rather
than on traditions that are no longer
defensible. It also will allow more
pilots, aware that their functioning
is not optimal, to come forward to
at first get an appropriate assessment
and then to accept the treatments
that are the most appropriate to their
condition.

FP
Dr Lange is a consultant in aviation
psychiatry to Transport Canada and
the Canadian Armed Forces. He is a
member of the Behavioral Health and
Performance group for the International
Space Station and a consultant in this
field to the Canadian Space Agency.
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Some of the featured speakers at CAMA's meeting (L-R): Drs. Warren Silberman, Robin Dodge,
Jim Heins, and Jack Hastings. Dr. Dodge spoke at the Honors Night dinner.

CAMA's 2010 Annual
Scientific Meeting was held
in Pensacola, Fla.,
October 6-9. This year's registration
was 163, which included 81
members, 45 non-members, and 37
guests. The participants received 20
CME credits, and 92 AMEs received
FAA recurrent training credit.

Dining amid naval aviation history
at the National Museum of
Naval Aviation, one of two tours
provided. After touring the
museum, members and guests
enjoyed a buffet meal under the
famous diamond formation of
Blue Angel airplanes. Another
tour was provided of the Naval
Aerospace Medical Institute.

CAMA photos by

'RandaCi'Caviness, M.T).

CAMA FELLOWS (L-R): Drs.
Estol Bel-flower, Thomas
Faulkner, Andrew Miller,
Farhad Sahiar, Randall Caviness,
and DeWayne Caviness. Not
present: Drs. Fred Tilton, Frank
Pettyjohn, and Graeme Maclarn.
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Honor's Night in Pensacola
BY DAVID P. MILLETT, M.D., M.P.H.

T

Dr. James Almond (L) receives
the Audie and Bernice Davis
Award from presenter Dr.
Thomas Faulkner.

Dr. Robin Dodge (R) receives
the Forrest and Pamela Bird
recognition from
presenter Jim Harris.

he annual Honors Night dinner and ceremony were held on
October 9, 2010, at the Crowne Plaza
Pensacola Grand Hotel, Pensacola, Florida. After a delicious meal, we enjoyed
a presentation from Dr. Robin Dodge.
His review of aviation medicine during
his career was informative and enjoyable.
The first order of business was to elect
eight new Trustees for the next three-year
term. It is planned to have a complete listing of all the Trustees in the next edition.
The Trustees commit themselves to three
meetings a year: the January Executive
Board, usually in Dallas, the meeting on
Monday morning at the annual meeting
of AsMA, and the meeting the day before
the CAMA annual meeting.
Between meetings Trustees work with
their committee assignments. This is a
position for the extremely dedicated,
and the CAMA Board is always looking
for volunteers.
The next order of business was the
induction of nine new CAMA Fellows.
This was the fifth class of Fellows, and
the total number of Fellows is now 48.
The nine new Fellows are: Drs. DeWayne
Caviness, Graeme Maclarn, Fred Tilton,
Randall Caviness, Andrew Miller, Farhad
Sahiar, Frank Pettyjohn, Estol Belflower,
and Thomas Faulkner. These individuals

L-R: Jim and Sammie Harris presented this year's Harris award
to Dr. Gordon Ritter—CAMA Secretary-Treasurer—also a highly
successful pioneer doctor, eminent entrepreneur,
and skillful private pilot.
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have made significant contributions to
civil aviation medicine and CAMA.
The Honors Night concluded with
the presentation of three individual
awards. The first award was the Audie
and Bernice Davis Award, sponsored by
Harvey W. Watt and Co. This award has
been given annually since 2004 to an
AME who provides exceptional service
to airmen to educate them and extend
their aviation careers. This year's recipient
was Dr. James Almand of Grand Prairie,
Texas. Dr. Almand is a former president
of CAMA, a distinguished and long established senior AME. Congratulations
and a big "well-done" to Jim.
The second award was the Jim and
Sammie Harris Award, sponsored by
the CAMA Executive Board and given
annually since 2008. This award recognizes the individual who has excelled in
administrative contributions to CAMA.
This year's honoree was Dr. Gordon Ritter of Prescott, Arizona. Congratulations
and well-deserved.
The final award was the Forrest and
Pamela Bird Recognition sponsored by
Forrest and Pamela Bird. This award
recognizes an individual who has contributed by his/her actions to the safety of
others in the aviation environment. This
award may be presented to an aircrew
member, Conceptual Aeromedical Technologist, a legislator, a physician, or aircraft passenger. Presented annually since
1991, this year's recipient was Dr. Robin
Dodge of Dayton, Ohio. Dr. Dodge is
a former president of CAMA, a senior
administrator in Transport Canada, and
a professor in Wright State University's
post-graduate aeromedical department.
He has a long and distinguished career
teaching and developing the specialty of
aerospace medicine and is a Fellow and
member of the council of the Aerospace
Medical Association. The residents he
trains will be the leaders of tomorrow
in civil aviation medicine. Thank you,
Robin, and congratulations for an outstanding career.
All in all, it was a wonderful night of
fellowship and recognition. For those of
you who could not attend, I hope you
will attend the next Honors Night, which
will be held at the Doubletree Reid Park,
Tucson, Arizona, on October 8, 2011.
FP

On The Horizon
FAA Aviation Medical Examiner
Seminar Schedule
January 21—23
Feb 28-March 4
March 25-27
May 9-12

Next Year's Annual Meeting includes:
The Pima Air & Space Museum in Tucson, Arizona,
"one of the largest aviation museums in the world" on 80
acres, 100 years of aviation history, 300 aircraft—from
the tiny Bede BD-4 to the huge Boeings: B-52D/G
and B-17G Flying Fortress. There is also a Lockheed
SR-71A Blackbird and a Lockheed Model 10 Electra...
plus military helicopters, jets, and propeller aircraft.

Civil Aviation Medical Association
2011 Meetings Schedule
January 28-29: Executive Board Meeting
Embassy Suites DFW South, Dallas, Texas
May 8: CAMA Sunday at Aerospace Medical Association
Convention Center, Anchorage, Alaska
May 9: Executive Board Meeting
Convention Center, Anchorage, Alaska
May 9: CAMA luncheon at AsMA
Convention Center, Anchorage, Alaska
October 5: Executive Board Meeting
Doubletree Reid Park Hotel, Tucson, Arizona
October 5-8 Annual Scientific Meeting
Doubletree Reid Park Hotel, Tucson, Arizona

June 13-17
August (TBD)

2011
Jacksonville, Fla.
Neurol/Neuro-Psychol/Psych
Oklahoma City, Okla.
Basic
Providence, R.I.
Opth/Otolaryn/Endocrin
Anchorage, Alaska
AsMA (Med. Cert. Theme)
Oklahoma City, Okla.
Basic
(To be determined)
Cardiology

October 6-8

Oct31-Nov4
November 18-20

Tucson, Ariz.
CAMA*
Oklahoma City, Okla.
Basic
Portland, Ore.
Neurol/Neuro-Psychol/Psych

*This seminar is sponsored by the Civil Aviation Medical
Association and is sanctioned by the FAA as fulfilling the
FAA recertification training requirement. For information,
call your Regional Flight Surgeon. Registration must be
made through the Oklahoma City AME Programs staff,
(405) 954-4258 or 954-4830.

1 Civil Aviation Medical Association Mission
CAMA, working on behalf of physicians engaged in
the practice of aviation medicine, aims to...
* promote the best methodology for assessment of the
mental and physical requirements for civil aviation
pilots;
* actively enlarge our scientific knowledge;
^ advocate, through continuing education, both basic
and advanced civil aeromedical knowledge;
"*• promote professional fellowship among our colleagues from allied scientific disciplines;
•*• bind togedier all civil aviation medical examiners into
an effective, active medical body to promote aviation
safety for the good of the public.

